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ischemia as a result of inadequate collateral flow in 
patients with this coronary anomaly isunknown. In fact, it 
is uncertain whether these changes will eventually develop 
in all patients living beyond childhood. However, in view 
of reported cases of sudden death, 2 occasionally not 
preceded by any ischemic symptoms, corrective surgery is 
usually recommended at diagnosis, even in symptom-free 
patients with no objective vidence of ischemia, such as 
the patient described by Dr. Sivasubramanian d col- 
leagues. 
Ligation of the left main coronary artery from its origin 
at the pulmonary artery without additional revasculariza- 
tion eradicates the coronary artery steal phenomenon 3 by 
ablating the coronary-pulmonary terial shunt. We are 
concerned that this technique may not be adequate in 
improving myocardial blood flow to alleviate ischemia in 
some patients, especially those with clinical or objective 
evidence of myocardial ischemia. There have been case 
reports of late-onset sudden death in adult patients who 
underwent simple ligation of the left main coronary artery 
alone. 4 It will be interesting to follow-up carefully Dr. 
Sivasubramanian's patient o see whether simple ligation 
of the left main coronary artery from its anomalous origin 
will prevent any deterioration i left ventricular perfor- 
mance and arrhythmic events. 
The fear of developing "the equivalent of left main 
trunk disease" later in life when obstructive disease 
develops in the conduit used to reconstruct a double 
coronary artery system is based on the theoretical ssump- 
tion that regressed coronary and noncoronary collaterals 
will not regenerate. Given the widely published long-term 
patency of the left internal mammary artery when used as 
a conduit in patients with atheromatous coronary artery 
disease,S, 6 its use in patients with this coronary anomaly is
also likely to result in lasting benefits. 
Robert K. M. Chan, MBBS a 
David L. Hare, MBBS a 
Brian F. Burton, MB, MS b 
Department of Cardiology a 
Department of Cardiac Surgery b 
Austin and Repatriation Medical Centre 
Heidelberg, Victoria, Australia 
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Massive bleeding at resternotomy despite a 
polytetrafluoroethylene surgical membrane 
To the Editor: 
I have read with interest he short communication: 
"Massive Bleeding at Resternotomy Despite a Polytetra- 
fluoroethylene Surgical Membrane" in the July 1995 issue 
of the JOURNAL. It is true that the number of reported 
membrane implantations far exceeds the experience with 
reoperations in such cases. In my experience, reopera- 
tions, especially those involving extracardiac valved con- 
duits, are greatly facilitated by the use of polytetrafluoro- 
ethylene membrane. The sternum can be opened quickly 
and damage to the underlying structures i avoided. 
Although the use of polytetrafluoroethylene* mem- 
brane is helpful, it is no substitute for careful surgical 
technique. We always open the external table of the 
sternum with an oscillating saw, but opening of the 
interior lamina is by careful dissection. If the saw is used 
through the entire sternum, the underlying structures can 
be damaged, whether the pericardium is intact or whether 
a pericardial substitute is used. This is particularly true if 
there is a dilatation of the conduit or aneurysm/pseudo- 
aneurysm of the right ventricle, which may be due to 
residual ventricular septal defect and conduit obstruction. 
In summary, I continue using the membrane inpatients in 
whom the risk of reoperation is high and would very much 
recommend its use to readers of the JOURNAL. 
Jaroslav Stark, MD, FRCS 
Department of Cardiothoracic Surgery 
Great Ormond Street Hospital for Children 
Great Orrnond Street 
London WCIN 3JH, United Kingdom 
12/8/70601 
Reply to the Editor: 
I thank Mr. Stark for commenting on my short commu- 
nication. 1 Mr. Stark is known to be interested in pericar- 
dial substitutes in general and the polytetrafluoroethyl- 
ene* membrane inparticular and has reported expertly on 
resternotomy. 2 
The method of resternotomy that Mr. Stark describes i
one of many methods that can all be regarded as "careful 
surgical technique." In this regard it is most important 
*Gore-Tex surgical membrane, registered trademark of W. L. 
Gore & Associates, Inc., Newark, Del. 
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that, whatever recommendation is being made, Mr. Stark 
confirm that careful surgical technique cannot be substi- 
tuted by a polytetrafluoroethylene membrane. 
Ad J. J. C Bogers, MD, PhD 
Department of Cardiothoracic Surgery 
Thoraxcentre, Bd 156 
University Hospital Sophia/Dijkzigt 
Dr. Molewaterplein 40 
3015 GD Rotterdam, The Netherlands 
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Relationship between intelligence and duration of 
circulatory arrest with deep hypothermia 
To the Editor: 
I am grateful to Oates and colleagues I for quoting our 
work, but our studies of circulatory arrest were under- 
taken in the Mongolian gerbil, not the golden hamster, as 
stated in their article. Our experiments relied on the 
unusual cerebral vasculature in this particular mammal, 
which enabled us to render the cortex ischemic by bilateral 
carotid occlusion while the animal survived on its verte- 
bral supply. In other small mammals the carotids can be 
ligated bilaterally with impunity. 
Tom Treasure, MD, FRCS 
Professor of Cardiothoracic Surgery 
St. George's Hospital 
London SW17 OQZ United Kingdom 
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Relief of aortic obstruction in {S,L,L} hearts with 
rudimentary right ventricle and restrictive 
bulboventricular foramen 
To the Editor." 
Van Son and associates 1 have nicely described a small 
series of neonates with double-inlet left ventricle and a 
restrictive bulboventricular fo amen that was relieved by a 
modification of the Damus-Stansel-Kaye procedure. I 
agree completely with their conclusion that using a pos- 
teriorly based flap of aortic wall to construct the anasto- 
mosis between the proximal pulmonary artery and the 
ascending aorta is useful. However, this modification was 
first described by Dr. Hillel Laks in 1992. 2
I personally find this technique particularly useful when 
the Damus procedure is necessary in a patient with 
normally related great arteries because of the avoidance 
of a long posterior suture line on the left side of the aorta. 
Unlike the more traditional technique of the Damus- 
Stansel-Kaye procedure, in which an incision is often 
made into the pulmonary valve sinus, this technique also 
minimizes distortion to the pulmonic valve and may lead 
to improved long-term function of that valve. 
Richard P. Embrey, MD 
Pediatric Cardiac Surgery Service 
West Hospital 
Richmond, VA 23298-0068 
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